A Baker's cyst is a commonly observed condition. 1 As it is always secondary to an intra-articular knee pathology (except in children) and the symptoms arising from the cyst are usually minor compared with the symptoms of the intra-articular pathology, the cyst itself is excised in just a small number of cases. 2 However, in some patients, a Baker's cyst may cause major symptoms and even complications such as pseudothrombophlebitis, phlebothrombosis, cyst leakage, hemorrhage in the calf, or posterior tibial neuropathy. 3, 4 Complications arising from compression of the popliteal artery are rare; these include intermittent claudication 5 or more rarely popliteal artery occlusion with limb ischemia. We are aware of three published cases of ischemia induced by a Baker's cyst. [6] [7] [8] The three patients, in contrast to our case, recovered from the condition.
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Case Report
A 65-year-old man presented with a necrotic fifth toe, incipient phlegmon (see ►Fig. 1) and hypesthesia of the right foot, a swollen lower leg, and a palpable popliteal mass. No popliteal artery flow was identified below the knee, as verified by clinical examination. A CT scan revealed occlusion of the popliteal artery below the knee joint line, secondary to a Baker's cyst in a degenerative knee joint (see ►Fig. 2). A subsequent angiography revealed that it would be Keywords ► Baker's cyst ► popliteal cyst ► popliteal artery compression ► knee arthroscopy ► above-knee amputation
Abstract
We report a 65-year-old man who presented with a necrotic fifth toe, incipient phlegmon and hypesthesia of the right foot, a swollen lower leg, and a palpable popliteal mass. An occlusion of the popliteal artery secondary to a Baker's cyst was found to have caused protracted ischemia and the abovementioned symptoms.
Despite several endovascular and open-surgery procedures to restore perfusion of the limb, the patient eventually had to undergo above-knee amputation. It might be speculated whether earlier surgery would have preserved the patient's limb. Whereas the traditional procedure of open resection of the Baker's cyst has been associated with high recurrence rates, the condition can be treated effectively and safely today by means of arthroscopic surgery. We believe that arthroscopic interventions should at least be performed in the following instances: (1) in patients with recurrent symptoms of a Baker's cyst after previous treatment of the intra-articular pathology and previous aspiration of the cyst and (2) in patients with incipient sequelae that indicate relevant compression of neurovascular structures of the popliteal fossa (pseudothrombophlebitis, intermittent claudication, neuropathy).
appropriate to perform an endovascular procedure on the occlusion. For this reason, and because the inflammation in the lower leg rendered an open intervention unsuitable, a percutaneous transluminal angioplasty (PTA) was performed and the artery was opened by 3 mm (see ►Fig. 3). ►Fig. 4 illustrates the intervals from initial presentation to all treatments performed (see ►Fig. 4). Prolonged ischemia caused a reactive hyperperfusion syndrome which then culminated in a compartment syndrome. We performed an open procedure with cyst resection, drainage of synovial fluid from obviously ruptured portions, and a medial fasciotomy. Two days later the necrotic portion of the forefoot that had demarcated earlier had to be amputated. The local situation worsened over the following 3 days. A further angiography revealed three relative stenosis (two in the superficial femoral artery and one in the anterior tibial artery), which were also treated with PTA. Although oscillometric measurements confirmed satisfactory perfusion of the limb, a midfoot amputation had to be performed 10 days later because of gangrene in the right foot. The patient was discharged 2 weeks later. Healing of the fasciotomy wound was associated with complications. Despite wound debridement and treatment with alginate for several weeks, the patient's condition deteriorated (see ►Fig. 5). Due to advanced degeneration of the knee joint, the patient was offered two options: (1) below-knee amputation with contemporary total knee arthroplasty, or (2) above-knee amputation. The patient was informed about the pros and cons of the options. He eventually consented to above-knee amputation. Following amputation, the wounds healed uneventfully. The patient is currently undergoing rehabilitation.
Discussion
We are aware of three published cases of popliteal artery occlusion induced by a Baker's cyst. Our patient had to undergo above-knee amputation. As the patient presented with protracted ischemia, we presume that the treatment had been appropriate eventually.
At the time of the patient's acute presentation to our hospital, the angiography revealed an occlusion of the popliteal artery. The aim of the initial treatment with PTA was to restore the blood supply to save the limb. Endovascular treatment has been described as a safe, feasible, and effective method for patients with critical limb ischemia 9,10 . Despite, Fig. 1 The right foot at the patient's initial presentation. balloon dilatation being successful at first, further surgical treatment with amputation had to be performed because of the preexisting necrotic portion of the forefoot and wound healing disturbance. Although major amputations limit func-tional independence, these can be the only remaining treatment option in some cases. 11 However, we subsequently recalled that the patient had complained of intermittent claudication, gait difficulties, and balance disorders on several occasions during the years before the acute event. Oscillometric measurements performed at the time had been normal; the vascular surgeon had been able to palpate all pulses. The patient was also seen by a neurologist, who suspected peripheral neuropathy and advised the intake of vitamins. The patient visited an orthopedic surgeon who diagnosed osteoarthritis with a Baker's cyst and administered steroids by the intra-articular route. It may well be argued that the Baker's cyst was not treated as thoroughly as it could have been.
In this regard, a survey among orthopedic surgeons revealed that one-third of them use the "masterly neglect" approach when confronted with a Baker's cyst. According to the same survey, 80% of the surgeons had not altered their treatment regimen for Baker's cyst in the past 10 years. 2 Given the neglect of many orthopedic surgeons on the one hand and the potential limb-threatening complications of a Baker's cyst on the other, it would be appropriate to draw attention to recent advances in the surgical treatment of this condition. Whereas the traditional procedure of open resection of the Baker's cyst has been associated with high recurrence rates, 12 the condition can be treated effectively and safely today by means of arthroscopic surgery. 13 We advocate to perform MRI scans in all patients with Baker's cysts and believe that arthroscopic therapy of the cyst should at least be performed in the following instances: (1) in patients with recurrent symptoms of a Baker's cyst after previous treatment of the intra-articular pathology and previous aspiration of the cyst, and (2) in patients with incipient sequelae that indicate relevant compression of the neurovascular structures of the popliteal fossa (pseudothrombophlebitis, intermittent claudication, neuropathy). With regard to our patient, one may well speculate whether early surgery would have preserved the patient's limb.
Conclusion
A Baker's cyst, secondary to intra-articular knee pathology, is a common condition and in most cases causes only minor symptoms. However, due to its anatomic location, it can potentially cause severe complications due to compression of neurovascular structures. To prevent these, all patients with a Baker's cyst should undergo a thorough clinical examination and the MRI scans are advocated. We suggest early arthroscopic therapy of the cyst in selected cases.
